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REDAKSIONEEL - EDITORIAL 


DIE KRISIS IN SUID-AFRIKA SE 
MEDIESE WERKKRAGTE 


Teen die einde van verlede jaar het ons die 
Oorsig (opgestel deur die Nasionale Buro vir 
Opvoedkundige en Maatskaplike Navorsing 
van die Departement Onderwys, Kuns en 
Wetenskap) in verband met die opleiding en 
indiensneming van mediese praktisyns in Suid- 
Afrika in extemso gepubliseer.’ Ons het be- 
klemtoon dat die Oorsig die grondslag vir 
enige intelligente beplanning en vooruitloping 
van ons professionele behoeftes vir die toe- 
koms moet word.’ Dit het veral vir die eers- 
volgende 5 jaar gegeld, aangesien die Oorsig 
die verontrustende feit aan die lig gebring het 
dat ongeveer 4,000 addisionele mediese prakti- 
syns teen die jaar 1965 geregistreer sal moet 
wees as daar verlang word om enigsins redelik 
in Suid-Afrika se mediese behoeftes te voor- 
sien. 

Die beraamde opbrengs van ons mediese 
skole om hierdie tekort te bestry, sal minder 
as 2,000 wees. Dit is onwaarskynlik dat enige 
noemenswaardige verligting in die naaste toe- 
koms teweeggebring sal word deur die groot- 
skeepse immigrasie van mediese praktisyns uit 


THE CRISIS IN SOUTH AFRICAN 
MEDICAL MANPOWER 


Towards the end of last year we published 
in extenso the Survey (prepared by the 
National Bureau of Educational and Social 
Research of the Department of Education, 
Arts and Science) of the training and employ- 
ment of medical practitioners in South Africa.’ 
We emphasized that the Survey must become 
the basis for any intelligent planning and 
anticipation of our professional needs for the 
future.” This was particularly so in respect 
of the next 5 years, as the Survey revealed the 
disturbing fact that South African medical 
requirements will only reasonably be met by 
something like 4,000 additional medical prac- 
titioners by 1965. 

The estimated yield from our medical 
schools to offset this shortfall will be fewer 
than 2,000. It is unlikely that any appreciable 
relief will be afforded within the foreseeable 
future by large scale immigration of practi- 
tioners from countries with whom we enjoy 
professional reciprocity. Indeed, the Survey 
utters the following warning: 


‘...there appears to be need for considerable 
concern in this connexion. Although an appreciable 
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lande met wie ons op ’n professioneel weder- 
kerige voet verkeer. Inderdaad bevat die 
Oorsig die volgende waarskuwing : 

‘, .. dit skyn asof daar heelwat rede vir besorgd- 
heid in hierdie verband bestaan. Hoewel ’n nogal 
aansienlike aantal Suid-Afrikaners in die buiteland 
kwalifiseer en immigrant-dokters nog steeds in ons 
land aankom, kan daar skaars verwag word dat 
hierdie groepe in die onvoldane behoefte aan 
mediese praktisyns in hierdie land sal kan voorsien.’ 

Al die getuienis dui daarop dat hierdie voor- 
spelling van ’n akute tekort aan mediese werk- 
kragte binne die eersvolgende paar jaar meer 
as geregverdig is. Sonder veel twyfel staan 
ons reeds te midde van ’n kritieke noodgeval. 
Ten spyte van die aansienlike salarisver- 
hogings wat aangebied word, vind staatsde- 
partemente dit besonder moeilik om aanstel- 
lings te doen. Algemene praktisyns vind dit 
byna onmoontlik om die dienste van ’n locum 
tenens te verkry, ondanks die aansienlik ver- 
hoogde gelde en toelaes wat hulle aanbied. 
Wat die personeel van navorsingsinrigtings, 
laboratoriums en hospitale betref, bestaan daar 
’n dergelike akute tekort. 

Dis ’n posisie wat nie eie aan Suid-Afrika 
is nie. In die Engelse mediese pers word daar 
deesdae telkens verwys na die ernstige tekort 
aan mediese praktisyns in die Verenigde 
Koninkryk. In die Verenigde State het planne 
vir die stigting van ten minste 30 nuwe 
mediese skole om die akute toestand in daar- 
die land die hoof te bied, reeds ’n gevorderde 
stadium bereik. 

Om die skuld op die beweerde aardryks- 
kundige wanverspreiding van praktisyns te 
probeer lé, baat ons niks nie. Dokters verskil 
nie van ander landsburgers nie. Hulle sal hulle 
vestig waar daar, volgens hul mening, redelike 
vooruitsigte is om ’n bestaan te vind, en veral 
op plekke waar hul professionele assosiasies 
en belange in stand gehou kan word, en waar 
hulle naby beskaafde geriewe is. Die patroon 
word derhalwe grotendeels deur ekonomiese 
faktore bepaal. Die onvermydelike gevolg in 
ons hedendaagse samelewing is ’n neiging vir 
mediese praktisyns om hulle in die groot stede- 
like gebiede saam te trek. 

Daar is geen aanduiding dat hierdie neiging 
in die naaste toekoms verander of in ’n ander 
rigting gestuur sal kan word nie. Die pro- 
bleem sal moontlik aangepak kan word indien 
die Staat dit as beleid neerlé om werk op ’n 
voldoende aantreklike peil van vergoeding en 
op voldoende aantreklike voorwaardes tot 
beskikking van dokters in verafgeleé streke te 
stel. Dit is egter ’n eersterangse maatskaplike 
onderneming en die Staat sal die voortou 
moet neem. 
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number of South African citizens qualify abroad and 
immigrant practitioners continue to arrive, it is 
hardly to be expected that these groups will meet the 
unmet needs for medical practitioners in the country.’ 

All the evidence goes to show that the pre- 
diction of an acute shortage of medical man- 
power within the next few years is more than 
justified. There is not much doubt that we 
are already in the middle of a critical emer- 
gency. Departments of State have experienced 
great difficulty in making appointments, in 
spite of substantial increases in the salary 
scales offered. General practitioners find that 
it is almost impossible to obtain the services 
of a locum tenens, even at the very enhanced 
fees and allowances offered. A similar acute 
shortage exists in the staffing of research 
establishments, laboratories and hospitals. 

The position is not peculiar to South Africa. 
The English medical press currently contains 
many references to the extreme shortage of 
medical practitioners in the United Kingdom. 
In the U.S.A. plans are well advanced for the 
establishment of at least 30 new Medical 
Schools to meet the acute situation that has 
arisen there. 


It is idle to blame an alleged geographical 
maldistribution of practitioners. Doctors are 
no different from any other citizens. They 
will settle where they think they have rea- 
sonable prospects of earning a living and espe- 
cially where they can maintain their profes- 
sional associations and interests and be near 
civilized amenities. The pattern is therefore 
determined largely by economic factors. The 
inevitable result in our present society is a 
tendency for a concentration of practitioners 
in the larger urban areas. 

There is no indication that this trend is 
likely to be altered or reversed in the near 
future. The problem could conceivably be 
tackled if, as a matter of State policy, employ- 
ment at a sufficiently attractive level of remu- 
neration under sufficiently attractive condi- 
tions were offered for practice in remote areas. 
This, however, is a major social undertaking 
in which the State would have to take the 
initiative. 

In any event, quite apart from this prob- 
lem, the need to train and supply more doctors 
is extremely urgent. It is perfectly plain that 
this need cannot be met by our existing medi- 
cal schools, which are already working at full 
capacity and several of which have had to turn 
away 2 to 3 times as many applicants as 
they could receive into their medical faculties. 
The figures submitted by the Registrar of the 
South African Medical Council at the March 
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In elk geval, en heeltemal afgesien van hierdie 
probleem, is dit dringend noodsaaklik om meer 
dokters op te lei en beskikbaar te stel. Dit is vol- 
kome duidelik dat die bestaande mediese skole nie 
in hierdie behoefte kan voorsien nie. Hul fasiliteite 
word reeds aan die grootste spanning onderwerp, 
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1961 meeting of the Medical Council in Cape 
Town indicate the following annual incre- 
ment of registered practitioners over the past 
8 years (Table 1): 


me: die gevolg dat ’n hele paar van hulle verplig is TABLE 1 
om 2 of 3 aansoeke af te keer vir elke kandidaat 
wat in hul mediese fakulteite opgeneem word. Die A II + of 
syfers wat deur die Registrateur van die Suid-Afri- Year ie apa ° 
kaanse Geneeskundige Raad op die vergadering van 
die Geneeskundige Raad in Maart 1961 in Kaap- 
stad voorgelé is, toon aan dat die aantal geregi- 1953 2H 
strcerde praktisyns gedurende die afgelope 8 jaar 1954 286 
(Tebel 1) soos volg toegeneem het: 1955 264 
1956 211 
TABEL 1 1957 154 
Jaarlikse Vermeerdering 
oad in die Aantal Praktisyns 1960 151 
1953 277 
1954 286 These figures must be considered in rela- 
1955 264 tion to the total number of practitioners regis- 
pia re tered. At the end of 1960 this figure was 
1958 197 7,939. In addition, these figures indicate an 
1959 239 average annual increase of no more than some 
1960 151 222 medical practitioners. In the next 5 years 


Hierdie syfers moet betrag word in die lig van die 
totale aantal geregistreerde praktisyns. Aan die einde 
van 1960 het hierdie syfer op 7,939 gestaan. Daar- 
benewens dui bostaande syfers aan dat die aantal 
mediese praktisyns met nie meer as gemiddeld 222 
per jaar styg nie. Binne die eersvolgende 5 jaar kan 
ons derhalwe verwag dat nie meer as 1,100 prakti- 
syns hulle sal laat registreer nie. Hierdie ontstel- 
lende syfer dui daarop dat die prognose, soos vervat 
in die Oorsig, veel ernstiger is as wat destyds 
gemeen is, d.w.s. toe die gegewens vir die Oorsig 
saamgestel is, want dit blyk nou dat die tekort 
gedurende die eersvolgende 5 jaar nader aan 3,000 
as aan 2,000 gaan wees. 

Aangesien ons nie op immigrasie of op ons 
mediese skole kan staatmaak om in die duidelik 
bewysbare tekort aan mediese praktisyns te voorsien 
nie, moet die oprigting van nuwe mediese skole as 
‘n saak van die allergrootste belang en van die 
hoogste voorrang beskou word. 

Sekere stede skiet ’n mens dadelik te binne as 
logiese plekke vir hierdie addisionele mediese skole, 
bv. Bloemfontein, Durban en Port Elizabeth. ’n 
Kragdadige en vooruitstrewende beleid is nodig, en 
onmiddellike uitvoering van die planne is ’n vereiste. 
Tensy sodanige vooruitstrewende stappe sonder ver- 
suim gedoen word om ons kritieke behoeftes op ’n 
intelligente wyse vooruit te loop, kan ons binnekort 
verval in ’n toestand waaraan daar eenvoudig geen 
salf te smeer sal wees nie. Daar word gehoop dat 
die georganiseerde professie die voortou sal neem en 
die geskikte owerheid pertinent sal wys op die 
lewensbelangrikheid daarvan om geskikte stappe te 
doen vir die opleiding van meer dokters sonder ver- 
dere vertraging, al beteken dit ook dat ons van aan- 
gesig tot aangesig te staan sal kom vir die cnkoste 
vetbonde aan die oprigting van ’n minimum van 3 
addisionele mediese skole. 

Hierdie skole moet beskou word bloot as ’n eerste 
paaiement ter bestryding van die besonder groot 
tegnologiese behoefte wat in ons gemeenskap ont- 
staan het. 


we can therefore expect to register no more 
than some 1,100 practitioners. This alarming 
figure indicates that the prognosis offered by 
the Survey is far graver than appeared to be 
the case at the time the data for the Survey 
were compiled, as our shortfall within the next 
5 years may be nearer 3,000 than 2,000 prac- 
titioners. 

As we cannot rely on immigration or our 
medical schools to supply the clearly demon- 
strable shortfall of practitioners, the creation 
of new medical schools must be regarded as a 
matter of the first importance and the highest 
priority. 

Certain sites logically suggest themselves for 
placing these additional medical schools, viz. 
Bloemfontein, Durban and Port Elizabeth. A 
bold and farseeing policy is needed with the 
corollary of immediate implementation. Unless 
these progressive steps are taken without 
delay, as an intelligent anticipation of our 
critical needs, we may soon slide into a situa- 
tion which it may become almost impossible 
to remedy. It is to be hoped that the orga- 
nized profession will take a lead in pressing 
upon the appropriate authorities the vital need 
to take initial steps for the training of more 
doctors without any further delay, even if it 
means that we must face the expense of 
creating a minimum of 3 additional medical 
schools. 

These schools must be regarded merely as 
a first instalment to meet the very great tech- 
nocological need which has arisen in our com- 
munity. 
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ANTICHOLINERGIC TREATMENT OF PEPTIC ULCER 


AND OTHER GASTRO-INTESTINAL DISORDERS 
A SURVEY OF THE LITERATURE 


W. R. Bett, M.R.CS., L.R.C.P., F.R.S.L., F.C.S. 
Norwich, New York 


It has long been recognized that a medicament 
capable of strongly inhibiting acid secretion 
by the stomach would be of value in the treat- 
ment of peptic ulcer. Until recently the only 
widely used drug for this purpose was atropine. 
Because of its alarming side effects, however, 
when given in large doses, and because some 
patients with duodenal ulcer failed to respond 
to such treatment, the search for a safer and 
more effective preparation continued. 

The relative ineffectiveness of antacids, the 
resulting high recurrence rate, and the promis- 
ing results in the hands of L. R. Dragstedt and 
his colleagues of vagotomy in causing various 
types of peptic ulcer to heal led investigators 
to look for a parasympatholytic drug which 
might perform a ‘medical vagotomy.’ 

Many of the clinical studies on the anti- 
cholinergic drugs, reported in the literature, 
are concerned with subjective responses and 
lack adequate controls. Evaluation of these 
medicaments presents several problems. Errors 
in assessing their antisecretory effect include 
addition of saliva to the gastric contents, loss 
of gastric juice through the pylorus, incomplete 
aspiration of the stomach, and psychological 
factors involved in passing a stomach tube. 

Banthine. The quaternary ammonium com- 
pound #-diethyl-aminoethyl-xanthene-9-carbo- 
xylate methobromide (Banthine) in low con- 
centrations produces an atropine-like action in 
blocking postganglionic parasympathetic end- 
ings; in large doses it also blocks autonomic 
ganglia. Its use as a secretory and motor 
depressant in peptic ulcer has been discussed 
in a large number of articles. 

Benjamin and his co-workers' in the Depart- 
ment of Clinical Science, University of Illinois 
College of Medicine, Chicago, reported that in 
dogs with vagotomized pouches of the entire 
stomach both Banthine and atropine partially 
inhibited the secretory response to histamine, 
the potency ratio of atropine and Banthine for 
equivalent degrees of inhibition being about 
1:20. In human subjects, both drugs, injected 
subcutaneously, strongly depressed basal gastric 
secretion as well as histamine-stimulated secre- 
tion. In these tests the potency ratio of atro- 


pine to Banthine was about 1:8, i.e. 1.2 mg. 
of atropine sulphate produced about the same 
inhibitory effect as 10 mg. of Banthine. 

Walters and his colleagues’ in the Depart- 
ment of Surgery, University of California, 
found that in 10 patients Banthine decreased 
the volume of gastric secretion without signifi- 
cantly changing gastric acidity. Side effects 
were less pronounced than with atropine: 100 
mg. of Banthine produced no undesirable re- 
actions other than dryness of the mouth. 

In the same year Smith e¢ al} of the Univer- 
sity of Chicago Department of Surgery noted 
that oral administration of Banthine markedly 
reduced nocturnal gastric secretion of peptic 
ulcer patients in doses that did not produce 
intolerable side effects. Poth and Fromm‘ of 
the University of Texas Department of Sur- 
gery, describing Banthine as ‘a useful adjunct 
in the treatment of duodenal ulcer,’ are careful 
to state that ‘it should definitely be regarded 
as an additional tool and not a cure-all.’ In 
their experience the drug shortened the period 
of in-patient treatment for those in whom bed 
rest was mandatory, and enabled many patients 
who were previously given hospital treatment 
and bed rest, to be treated as out-patients. Of 
37 proven duodenal ulcers treated with Ban- 
thine, good results were obtained in 33, fair 
in 3, and poor in one. 

Brown and Collins’ of the Cleveland Clinic, 
Cleveland, Ohio, gave Banthine for 2-12 
months to 137 patients (117 with duodenal 
ulcer, 20 with severe hyperacidity); 107 of 
these tolerated the full dose of 100 mg. every 
6 hours; in 22 the dose had to be reduced, and 
in 8 the drug had to be discontinued, because 
of excessive dryness of the mouth, trouble with 
accommodation, and difficulty with micturition. 
Their duodenal ulcer was described as * intract- 
able’: 21 patients had massive haemorrhages, 
7 had obstruction, and 9 had been operated on 
for perforation. Of the 117 patients, 97 ob- 
tained prompt relief with Banthine, and 7 
definite or partial relief; 2 patients with cica- 
tricial duodenal stenosis became worse during 
treatment. Two patients in this series had 4 
recurrence of their duodenal ulcer while on 
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Banthine therapy, suggesting that they might 
have developed tolerance to the drug. Progress 
X-ray examination showed disappearance of 
the ulcer crater in 55 of 69 patients; in an 
additional 5 the crater had become much 
smaller. 

Lepore, Golden and Flood® of the College of 
Physicians and Surgeons, Columbia University, 
New York City, list among the chief undesir- 
able, temporary, and reversible side effects of 
Banthine dryness of the mouth, dilatation of 
the pupils and mild paralytic ileus. To this 
lis: Crenshaw’ adds hoarseness, difficult urina- 
tion and impotence. The contra-indications to 
the use of the drug in his experience are 
py:oric obstruction and prostatic hypertrophy. 

Having obtained ‘unusually gratifying re- 
suits’ in 145 duodenal ulcer patients treated 
with Banthine, Johnston® of the Veterans Ad- 
ministration Regional Office, Oklahoma City, 
states ‘Continuous use of Banthine prevents 
the recurrence of the ulcer and precludes the 
eventual need for surgery.’ 

Friedlander® of the Gastro-Enterological De- 
partment, Central Middlesex Hospital, reports 
a 15-month clinical and radiological follow-up 
study of 5 groups of 25 doudenal ulcer 
patients, each on a standard ulcer regime and 
placed in addition on Ribena syrup, a control 
syrup, oral hexamethonium, olive oil, or oral 
methantheline. ‘Methantheline,’ he concludes, 
‘may have been of use in some cases in the 
initial relief of pain but if there was any such 
effect it did not persist beyond the first 9 
months. There were otherwise no differences 
in the symptoms, rate of healing, or frequency 
of recurrence between the groups that were 
gteat enough to suggest a beneficial effect from 
any of the specific treatments.’ 

Texter and Barborka” of Northwestern Uni- 
versity Medical School, Chicago, undertook a 
2-year controlled clinical study of 250 patients 
with proven peptic ulcer, who had well-defined 
patterns of recurrence. Half the patients were 
given 100 mg. of Banthine, the other half 0.4 
mg. of atropic sulphate, 4 times a day. Other- 
wise both groups were on an indentical diet 
and on the usually recommended forms of 
treatment. Those on Banthine were sympto- 
matically improved and had ‘somewhat fewer 
and milder recurrences.’ The recurrence rate 
was 75% in the Banthine group, and 90% in 
the atropine group. The incidence of compli- 
cations and the necessity for operation were 
identical in the two groups. The writers con- 
clude that ‘although symptomatic improve- 
ment frequently accompanied the use of these 
agents, the eventual. course of the disease was 
not altered.’ 
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According to Goodman and Gilman,” Ban- 
thine promptly relieves pain in the majority of 
patients with duodenal ulcer. The mechanism 
of this relief is disputed: it may be due to 
decrease in gastric acidity or due to seduction 
in gastro-intestinal motility, particularly antral 
contractions. Probably both mechanisms are 
involved. 

Probanthine. This is the isopropyl analogue 
of Banthine, described by Roback and Beal” 
of the Department of Surgery, University of 
California School of Medicine, as a potent in- 
hibitor of spontaneous and histamine-stimu- 
lated gastric secretion, when given by mouth 
in doses of 30 or 40 mg. It is more effective 
in reducing the volume of gastric secretion 
than is Banthine—61.2% for Probanthine 
compared with 44.9% for Banthine. 


Schwartz" and his colleagues at the Gastro- 
Intestinal Clinic of King’s County Hospital, 
Brooklyn, New York, found Probanthine to be 
nearly 4 times as active in neuro-effector 
blockade as atropine sulphate, and Banthine to 
have about two thirds the potency of atropine. 
Probanthine, they state, diminishes the volume 
of gastric secretion and inhibits gastro-intes- 
tinal motility with smaller doses and with 
fewer side reactions than does Banthine. Ulcer 
pain is promptly relieved, most frequently 
within 48-77 hours after 30-45 mg. 4 times 
daily. Of 129 patients with peptic ulcer, 106 
were completely, and 12 ‘significantly,’ relieved 
of pain; 11 could not tolerate the drug. 

Commenting on an article, Pro-Banthine in 
the Treatment of Peptic Ulcer by J. Lichstein, 
M. G. Morehouse and K. L. Osmon (Amer. Z. 
Med. Sci., 1956, 232, 156-71), Tonkin" writes: 

‘The striking disclosure is the inefficiency of any 
of the anticholinergic preparations in controlling 
the pH level and even the volume of a stimulated 
secretion. This underlines the fact that all fall short 
of the theoretical ideal. The failure to influence 
either the complication or the gastrectomy rate is a 
sobering, if depressing observation.’ 

He goes on to say: 

‘ Pro-Banthine, like the other anticholinergic drugs 
can only be considered as a supplement to a 
properly organized restful dietetic regime with suit- 
able antacid control. When regarded in this light 
it does appear that this particular preparation is 
most effective in the symptomatic control of dyspep- 
sia, whether this is organic or psychologically 
engendered.’ 

Pamine. Rider et al. of the Department of 
Medicine and the Gastrointestinal Clinic, Uni- 
versity of California School of Medicine, de- 
scribe Pamine (methscopolamine bromide) as 
an orally effective parasympatholytic drug that 
blocks vagal impulses to the parietal cells at 
the terminal fibres or at the cellular level. It 
inhibits gastric secretion by decreasing both 


ame 
Dart: 
ria, 
ased 
nifi- 
fects 
100 
iver- 
oted 
edly 
eptic 
duce a 
of 
Sur- : 
junct 
reful 
In 
ients 
ment 
. OF 
Ban- 
fair 
linic, 
denal 
7 of 
evety 
, and 
cause 
with 
ition. 
tract: 
ed on 
7 ob- 
nd 7 
cica- 
uring 
had a 
le on 


150 MEDICAL PROCEEDINGS * MEDIESE ByDRAES 


volume and free hydrochloric acid. Undesir- 
able reactions occurred in 60% of 55 patients 
with duodenal ulcer receiving an average daily 
dose of 12.5 mg. These reactions were usually 
mild and included dryness of the mouth, con- 
stipation, blurring of vision and difficulty with 
micturition. Clinical results were much more 
satisfactory when antacids were added to the 
therapeutic regimen. The authors conclude: 


‘Although methscopolamine is not a substitute 
for conventional ulcer management, it is a valuable 
adjunct and makes management of the patient easier.’ 


Anticholinergic Drugs Generally. Ruffin 
et al.® of Duke University School of Medi- 
cine, Durham, North Carolina, are of the 
opinion that the anticholinergic drugs are dis- 
appointing in the long-term management of 
peptic ulcer, since recurrences are not pre- 
vented and the incidence of complications or 
the need for surgery is not significantly altered. 
Adverse side effects are many, and some are 
serious. Duration of antisecretory effect is 
variable, lasting from 30 minutes to several 
hours. ‘Potent antisecretory activity usually 
is accompanied by profound side effects.’ 

Roberts” issues this warning: 


‘Clinicians must be aware of the fact that a high 
degree of anticholinergic activity during the 
“interval” phase of ulcer therapy might alter the 
patients symptom complex to an _ unrecognized 
recurrence and lead to further complications, parti- 
cularly perforation.’ 

Before anticholinergics are employed, the 
presence of chronic pyloro-duodenal obstruc- 
tion must first be ruled out. 

According to Tumen,” anticholinergic drugs 
alone are inadequate in the management of 
duodenal ulcer and should be administered 
only as adjuncts to conservative treatment with 
diet, antacids and sedation. 

‘The chief benefit derived from anticholinergic 
medication for ulcer results from the relief of 
pain. . . . When used for this purpose in combina- 
tion with the general measures already discussed, 
these drugs are undoubtedly helpful. How often they 
are really necessary is another matter. Routine use 
hardy seems advisable. It seems best to reserve the 
administration of anticholinergic drugs for the treat- 
ment of severe attacks and for those patients who 
continue to have pain despite cooperation with a 
satisfactory general therapeutic regimen. ‘The side 
effects of anticholinergic drugs are a factor that 
limits their use.’ 

Tumen emphasizes that: 

‘Suppression of pain may easily give the patient 
a false sense of security and lead to injudicious 
changes in his diet, or even permit major complica- 
tions to reach a serious level without warning.’ 

Bachrach and Brody” state that anticholiner- 
gic drugs as the sole treatment for peptic ulcer 
are not only ineffective, but may also be 
dangerous. 
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“If anticholinergic action were as beneficial in 
various digestive disturbances as the promotional 
literature would have us believe, the naturally occur- 
ring anticholinergics would suffice because none of 
the synthetic preparations are superior to them. 
Further, it would not be necessary to combine these 
drugs with sedatives, as it done almost routinely.’ 

In the experience of Kasich and Rafsky,” 
anticholinergics per se are not of great value in 
the irritable colon syndrome and psychiatric 
factors play a major role in many cases. 

A more cheerful note is struck by Riese” of 
the Gastrointestinal Clinic, Jersey City Medical 
Center, New Jersey: 

‘The use of antacids remains the backbone of 
treatment but a considerable percentage of cases do 
not obtain pain relief on antacids alone. Anti- 
cholinergics have filled this gap so that the patient 
is more comfortable-while undergoing treatment.’ 

A New Anticholinergic. Van Proosdij- 
Hartzema et al.” describe the compound R79 
(2, 2-diphenyl-4-diisopropylamino-butyramide 
methyliodide) as: 

“One of the most active synthetic atropine sub- 
stitutes hitherto known. After parenteral application 
R79 is on the average 4 times as active as atropine 
as a mydriatic agent in mice, in the lachrymation 
test in rats, in the acetylcholine aerosol test in mice 
and in Shay rats. As a mydriatic agent in mice it 
surpasses the activity of propantheline bromide by 
a factor 2 (intravenous injection).’ 


R79* is a synthetic quaternary ammonium 
compound synthesized in 1955 during the sys- 
tematic screening at the Eupharma Labora- 
tories in the Netherlands of a group of com- 
— derived from butyronitrile and butyra- 
mide. 

The drug was tested clinically by Cayer et 
al. in 50 patients with peptic ulcer, who were 
given 10 mg. for an average period of 8.4 
months twice daily. ‘Rapid and gratifying 
relief of pain’ was obtained, chiefly through 
its effect on gastric motility. The drug was 
well tolerated, and the incidence of side effects 
was negligible. The most marked and constant 
side reaction was constipation, which could be 
controlled without difficulty. Good to excel- 
lent results are reported in 90% of the patients, 
and fair to poor in 10%. Recurrences were 
‘none’ or ‘few’ in 92%. 

Weinberg™ obtained ‘excellent’ results in 
20 of 28 patients with ‘specific gastrointestinal 
complaints’ (duodenal ulcer, marginal ulcer, 
postcholecystectomy syndrome, irritable bowel 
syndrome), and ‘good’ results in 4 cases. Cne 
had fair relief. Only 3 were classified as 
failures. Nineteen patients were controlled 
with only 5 mg. 2 or 3 times daily. Eight 
patients had constipation, but only one severe 


* Marketed in the United States of America as 
Darbid and in the United Kingdom as Tyrimide. 
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enough to require discontinuing the medica- 
tion. There were two typical iodide skin 
eruptions. According to Weinberg, the greatest 
value of the drug lies in its ‘relative freedom 
from serious side effects, the ease of adminis- 
tration and the control of night symptoms.’ 

Shutkin® reports ‘good to excellent’ results 
in 26 of 30 (86.67%) X-ray proven cases of 
chronic peptic ulcer, and ‘fair to poor’ results 
in the remainder. Side reactions, observed in 
6 (20%) patients, were ‘unusually mild.’ Com- 
parative experimental observations on the 
volume and acidity of gastric secretion with 
Darbid and Probanthine in 10 patients with 
chronic duodenal ulcer showed that Darbid 
had a superior inhibitory effect on the volume 
and acidity of basal secretion and the gastric 
secretory response to histamine stimulation. 
The author stresses the fact that Darbid is able 
to suppress gastric secretion and motility for 
at least 12 hours with a single oral dose. 

“Our very favorable results . . . indicate that its 
oral administration for prolonged periods is a new 
and important adjunct to peptic ulcer therapy. Its 
administration only once every 12 hours eliminates 
frequent daily doses of medication yet its anti- 
cholinergic effects remain sustained and potent.’ 

Grossman” of the University of California 
Medical Center, Los Angeles, showed that a 
‘statistically significant’ inhibition of salivary 
flow and gastric acid secretion was present for 
13 hours and for 10 hours following the oral 
administration of 20 mg. and 10 mg. of Darbid 
respectively to duodenal ulcer patients. 

This review may conclude with some 
remarks made by Ecker” of Santa Barbara, 
California, in a discussion of Shutkin’s” paper. 

“Certainly we have to decide which older drugs 
we are going to use, and which we are going to get 
rid of. Surely we are looking for a drug with the 
maximal therapeutic good and yet minimal toxicity.’ 

In his experience, ulcer patients kept ‘on 
adequate therapeutic regimes, including syn- 
thetic anticholinergics, fare better than those 
without anticholinergics. Describing Darbid 
as ‘ promising, with few significant side effects, 
and relief of ulcer symptoms within 48 hours, 
in most cases,’ he states that: 


‘The drug offers the covenience of a twice-a-day 
dosage instead of 4 doses daily. Our patients, we 
hope, are more likely to acquiesce to 2 tablets daily, 
without so much likelihood of their forgetting it as 
their 4 doses daily; at least that is true in California.’ 


Ecker emphasizes in conclusion that: 


“We should not cast aside the legion proven 
measures that place the gastrointestinal tract at 
secretory and motor rest... . Alcohol, tobacco and 
coffee should still be denied. We should add the 
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newer anticholinergic drugs such as isopropamide 
iodide (Darbid) to the proven ulcer measures, 
namely, a bland ulcer diet, supplementary milk 
feedings, antacids, sedatives and nutritional supple- 
ments.’ 
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LIFE INSURANCE MEDICINE 


BERTRAM A. BRADLOW, M.D. (RAND), M.R.C.P., M.R.C.P.E.* 
Johannesburg Hospital and the University of the Witwatersrand, Johannesburg 


The difference between life insurance medicine 
and ordinary clinical practice is difficult for 
the practitioner to understand. Most of us 
have had the experience of telling a person 
that he is perfectly fit and subsequently being 
told that he has been loaded for insurance. 

Insurance medicine is based on statistics and, 
more important, on groups. While a man with 
a blood pressure of, say, 150/100 mm. Hg 
may be fit and require no treatment, from a 
statistical point of view his life expectancy is 
reduced. This is because in a group of indivi- 
duals of the same age and with this blood 
pressure level, the mortality is higher than it 
is in a group of individuals of the same age 
with an average normal blood pressure and 
no other impairments, oem any single 
individual may live a normal life span despite 
the raised pressure. 

This paper endeavours to explain how in- 
surance companies assess risks, the information 
they require, and how they deal with abnor- 
mal (so-called substandard) risks. 

Most companies deal with ordinary risks or 
‘ordinary rate’ cases themselves. These are 
the persons of average weight, with a normal 
blood pressure, no history or signs of past 
or present serious organic disease, and a good 
family history. Minor impairments such as 
overweight, slight rises in blood pressure or a 

ast history of a duodenal ulcer, or a poor 
laity history, are usually dealt with by the 
Actuary and the Medical Consultant, often in 
consultation, and some empirical loading, very 
often estimated by adding a number of years 
to the age at entry, is imposed. Though this 
method is empirical, it suffices for minor ab- 
normalities. 

If the impairment is more serious, or the 
policy required is a larger one than the com- 
pany ordinarily likes to retain, then the policy, 
or a part thereof, is offered to a re-insurance 
company which, as a rule, specializes in sub- 
standard risks and in itself retrocedes or shares 
the larger policies with other re-insurance 
houses all over the world. Some companies 
re-insure large policies which they regard as 
acceptable as ‘ordinary rates’ cases with other 


* Consultant Medical Officer: Swiss-South African 
oe Co. Ltd. and the Northern Assurance 
Co. 


‘direct’ insurance companies which, normally, 
will not accept materially substandard risks. 

Most companies will themselves accept lives 
with certain impairments if the policy is not 
too large. These impairments include, e.g. 
a history of peptic ulcer, mild gout or, in 
some cases, even epilepsy and, rarely, mild 
diabetes. 

Until recently more serious impairments 
were regarded as uninsurable, but with modern 
up-to-date statistical surveys, a great many im- 
pairments are acceptable by companies such 
as re-insurance houses which specialize in sub- 
standard risks. In one such company only 
18% of cases offered to it were declined out- 
right, and 17% were deferred for periods vary- 
ing from a few months to 2 or 3 years before 
reconsideration in the light of a new examina- 
tion. When one considers that many of these 
substandard cases are coronary thromboses, 
treated cancers, diabetics, cases of valvular 
heart disease and other serious disabilities, one 
can see that these companies provide an ex- 
cellent service to the community; for it is very 
often the individual who has suffered from 
these ailments who is most obliged to make 
provision for his dependants. 

Obviously, with these severe impairments, a 
more scientific method of assessing the risk or 
‘loading’ of the case is required. This is pro- 
vided by the ‘numerical rating system’ which 
is used to-day by all the up-to-date companies 
which handle substandard risks. It is based on 
a great many statistical evaluations of the 
various impairments in groups. The figures 
were provided in the main by the North 
American insurance companies who pooled 
their information and, in consultation with the 
Medical Directors of the big companies, com- 
piled the 1951 Impairment Study. The num- 
erical rating system used at present has larycly 
been based on this Study. Strange to say, sta- 
tistics used in clinical literature have been of 
little help in estimating actual mortality as 
compared to expected mortality in the same 
age groups, because clinical mortality figures 
usually deal with highly selected groups of 
cases, and because the follow-up has been too 
short. 

The complexities of the numerical rating 
system will not be gone into, but its workings 
will briefly be explained. 
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The principle of the numerical rating system 
rests on the assumption that the average risk 
accepted by a company has a value of 100%; 
that each of the factors which makes up a risk 
shall be expressed numerically in terms of 
100%; and that by their summation or some 
modification of their summation, the value of 
any risk shall be determined and expressed in 
relation to that standard. 

To amplify this, the term ‘mortality ratio,’ 
which means the ratio of actual to expected 
deaths, is seldom used clinically, but serves the 
useful purpose of expressing the prognostic 
significance of a particular disorder in rela- 
tion to another population of similar age and 
sex which is normal or ‘standard.’ This normal 
population may consist of persons insured at 
ordinary rates or the general population. A 
mortality ratio of 100% indicates that within 
a fixed period of time the proportion of deaths 
among those with a certain impairment is 
equal to the proportion of expected deaths in 
the standard population. A mortality ratio of 
200% (or 100% ‘extra mortality’) indicates 
that twice the —— of expected deaths 
occur in a group of people with any particular 
disorder. Insurability is generally limited to 
persons who do not have an expected mortality 
of over 500%. 

The keystone of this system is the fact that 
the standard mortality rate is expressed as 
100% and theoretical total extra-mortality 
rates for various disabilities based on the statis- 
tical data are added to this figure. Combina- 
tions of impairments such as high blood pres- 
sure and obesity may require additional sums 
for the combination, since adding the extra 
mortality for the 2 (or more) impairments does 
not adequately express the risk. However, the 
numerical rating system is not merely the addi- 
tion of a number of figures which are culled 
from a rating manual, but must be considered 
and, if necessary, altered to suit individual 
cases. Consequently, a medical officer is re- 
quired to assess risks in their proper light. For 
example, the extra mortality for mitral stenosis 
may be 400% but the medical officer, after 
considering all aspects of a particular case, may 
consider this rating too high for a trivial type 
of stenosis, or consider the case too severe to 
be accepted under any conditions. 

An example of how the numerical rating 
works is that of a 35-year-old school teacher 
with a poor family history of cardiovascular 
disease (father died aged 45 years from coron- 
ary thrombosis, and a brother at 40 years from 
malignant hypertension), obesity (height 5 feet 
6 inches, weight 210 Ib.) and a blood pressure 
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average of 145/95 mm. Hg. The risk would 
be assessed as follows: 


Basic mortality 100% 
Family history unfavourable + 20% 
Obesity + 55% 
Hypertension + 70% 
Combination of blood pressure + 35% 
and overweight 
Total 280% 
Extra Mortality 180% 


This does not imply that his premium is 
increased by 180%. The extra premium may 
only be a few shillings and depends on the 
type of policy which is required. It does 
mean, however, that the individual’s chances of 
dying are ‘twice’ that of a healthy individual. 
The basic mortality of 100% implies that a 
certain number of individuals of a given age 
will die each year. Let us say that this num- 
ber is 5 per 1,000. An extra mortality of 
100% implies that people with a particular 
disability carrying this rating will have an 
expected mortality of 10 per 1,000. The actual 
increase in the absolute rate of mortality is 
really only slight; for example, at age 50 the 
basic rate of mortality is only about 8 per 
1,000, so that in a group of this age expected 
to experience 100% extra mortality, only 16 
are expected to die in that year. 

Naturally, for proper assessment, the under- 
writing medical officer must have complete 
information, and this is where the examining 
medical officer plays his part. It is essential to 
supply all details concerning particular im- 
pairments, and not just the bare outlines. For 
example, a statement such as ‘ gout for the last 
10 years’ is of no value. It is important to 
know how many attacks the proponent has 
suffered in the last 10 years, how severe they 
were, the duration of the attacks, the number 
of joints involved, and in this day of potent 
and sometimes dangerous drugs, the type and 
duration of therapy. Armed with these facts, 
a more accurate assessment can be made. 


Another example is the statement ‘ hyperten- 
sion for 3 years’. If possible, original and 
subsequent readings and a description of symp- 
toms are necessary. It is very important to 
state the exact dosage, type and duration of 
treatment, as well as the response to treatment. 
Further information such as chest X-ray and 
ECG and micro-urine analysis may also sub- 
sequently be requested by the company in 
order to assess the risk. 

Knowledge about peptic ulcers, past or pre- 
sent, should be detailed with the date of the 
last symptoms. Most companies supply special 
indigestion questionnaires for these cases. 
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Heart murmurs must be described in detail. 
The intensity, timing, localization and radia- 
tion, and the presence or absence of thrills 
should all be detailed. 

A history of epilepsy is incomplete without 
a description of the type of fit, the frequency, 
the type of treatment and the results of any 
investigations. 

These are but a few examples. Very often, 
in addition to the actual answers supplied by 
the applicant, the medical officer may add im- 
pressions of his own or any other facts known 
by him. For example, the fact that the appli- 
cant gives the impression of being untruthful 
in regard to his alcoholic habits is of con- 
siderable importance. It is trite to point out 
that in an insurance examination the contract 
is between the doctor and the company and 
the doctor is obliged to give the fullest pos- 
sible information. There can be no ethical 
objection to this as the applicant has consented 
to the procedure.’:* Furthermore, he is not en- 
titled to supply the applicant with the results 
of his examination, but if he finds a condition 
which requires investigation or treatment, it 
is permissible to supply information to the 
patient’s medical attendant if the applicant so 
desires it. 

Examinations should always be carried out 
in private and the form should never be de- 
livered to agents, but always to the head office 
of the company. 

When the examiner considers that further 
investigations are necessary, he should inform 
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the head office before making arrangements 
for these. 

An important facet to-day is to get some 
means of identification. If the examiner's 
letterhead is used for a supplementary exami- 
nation, the applicant’s signature should be 
appended. Electrocardiograms should be signed 
by applicants, and pathologists carrying out 
tests should, where possible, attach the appli- 
cant’s signature to reports. Cases of substitu- 
tion of other healthy individuals for the appli- 
cant for insurance are fortunately rare, but are 
known to occur. 


SUMMARY 


1. The methods of assessing insurance ‘risks’ 
are briefly explained. 

2. The type of information required for 
assessment is outlined. 

3. Certain procedural points regarding in- 
surance examinations are discussed. 


I would like to acknowledge the helpful suggestions 
made by Dr. A. Marx, of the Swiss-South African 
Reinsurance Company and Mr. D. Woodward, of 
the Northern Assurance Company, in the compilation 
of this paper. 
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ESKORNADE: A NEW NASAL DECONGESTANT 
REPORT OF A PRELIMINARY TRIAL 


S. J. O'CONNELL, M.B., B.Cu., B.A.O. (LIVERPOOL) 


and 


W. M. L.R.C.P. & S. (LIVERPOOL) 
Liverpool, England 


A ‘running nose’ is an unpleasant condition. 
Trivial though this complaint may be, patients 
would welcome a safe preparation which would 
bring some measure of relief, so no apology 
is necessary for evaluating new preparations 
devised for «his purpose. 

Eskornade was recently available for a 
clinical trial. It contains a vasoconstrictor 
(Propadrine, 50 mg.), an antihistamine (Histryl, 
5 mg.) and a synthetic anticholinergic (Tyri- 
mide, 2.5 mg.). The preparation is in Spansule 


Capsule form (thus long-acting) and the dose 
recommended was one capsule twice a day. 
It was given by mouth and the results were 
assessed by reports from the patients after 3-4 
days’ treatment. 

In a trial of this nature every patient is his 
own control as, without exception, all had had 
long and varied experiences of treating a ‘ run- 
ning nose’ with a wide choice of preparations. 

The results were assessed quite simply. The 
patients reported that treatment was ‘Satis- 
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factory’ or ‘Unsatisfactory.’ A ‘Satisfactory’ 
response was one which gave the patient relief 
from his symptoms better than he had obtained 
with any other form of therapy. An ‘ Unsatis- 
factory’ response indicated no measurable 
relief after taking the drug. 

It was difficult to have a precise diagnosis 
in each case, thus only one main diagnostic 
group has been shown in Table 1. 


Taste 1: THE Errect oF EskORNADE AS A NASAL 


DECONGESTANT 
Diagnosis No. of Results 
Patients Satisfactory | Not Satisfactory 
Rhinitis 
Vasomotor 
Rhinitis 
84 76 8 
Coryza 
Sinusitis J 


Table 1 indicates that of 84 patients treated, 
in 76 the results were satisfactory; and in 8 
there was no acceptable response to treatment. 
Within 24 hours of treatment most patients 
were significantly improved and by the end 
of the second 24-hour period, control had been 
obtained. This was faster and more adequate 
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control than with most other preparations used 
and, on the whole, could certainly not be attri- 
buted to any great extent to the natural 
recovery rate in this disease group. 

There were no side effects of any degree, 
although some patients complained of dryness 
of the mouth and one or two of evanescent 
blurring of the vision. A few patients com- 
plained of drowsiness and giddiness, but it is 
difficult to ascribe any of these complaints to 
the drug as they also are well recognized symp- 
toms of coryza and rhinitis. The dry mouth 
was, however, certainly due to the Tyrimide 
component, the anticholinergic in Eskornade. 

Local treatment of the nose with topical 
application often does improve nasal conges- 
tion. Whether this form of treatment is advis- 
able in every case is doubtful, as on occasions 
local treatment may do more harm than good. 
In any case, it is also open to doubt whether 
contact between the drug applied and the 
mucous membrane is maintained adequately 
for long enough periods. It is obvious that an 
oral preparation, which will produce decon- 
gestion of the nasal mucous membrane via the 
blood stream, would appear to be a more satis- 
factory method of treatment. 

Eskornade was able to relieve the ‘running 
nose’ in 76 of 84 patients within 1-2 days. 
If, as most practitioners consider, it is good 
medicine to relieve a patient of an annoying 
symptom, minor though it may be, then 
Eskornade is worthy of trial. 


MEDICO-LEGAL SECTION 


BROCK v. S.A. MEDICAL AND DENTAL COUNCIL* 
(CAPE PROVINCIAL DIVISION.) 


1960. November 1, 11. 


VAN WYK, J. and BANKS, A.J. 


Medicine.—Negligence—Disciplinary proceedings——Proceedings un- 
terminated —W hen Court will intervene——Principles applicable to 


criminal proceedings apply. 


The principle that, whilst a Superior Court undoubtedly has the power to 
intervene, whether by mandamus or otherwise, in unterminated criminal pro- 
ceedings, it will only do so in rare cases where grave injustice might otherwise 
result, or where justice might not by other means be obtained, applies also 
to disciplinary proceedings of a body such as the South African Medical and 


Dental Council. 


Application to set aside a decision of the 
respondent. The facts appear from the reasons 
for judgment. 

E. Newman, Q.C. (with him P. W. E. Baker), 
for the applicant. 


gs roduced by permission of the Editors and the 
Publishers of the South African Law Reports, 
1961 [1] March.—Editor. 


The first charge is irregular and must be 
quashed in that it introduced an allegation not 
raised in respondent’s request for an explana- 
tion made specifically in terms of reg. 3 (4) 
of the regulation made in terms of Act 13 of 
1928 and is consequently bad in law. See reg. 
3, (b); S.A. Medical Council v. McLaughlin, 
1948 (2) S.A. at p. 407; Main Line Transport 
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v. Durban Road Transportation Board, 1958 
(1) S.A. at p. 74; De Vos v. Ringskommissie 
N.G. Kerk, 1952 (2) S.A. at p. 100; Natal LLS. 
v. De Beer, 1950 (2) S.A. 531. The respon- 
dent’s failure to furnish particulars to the first 
charge is prejudicial to applicant in the con- 
duct of his defence. It is submitted that des- 
pite the fact that respondent is not a criminal 
court the charge should have been particu- 
larised. Luntz v. S.A. Medical Council, 1959 
(2) S.A. 649; Minister of the Interior v. Bech- 
ler and Others, 1948 (3) S.A. at p. 451; Searle 
v. Hugo, 1960 (2) S.A. 259; De Vos v. Rings- 
kommissie N.G. Kerk, supra; Law Society v. 
Van Os, 1906 TS. at p. 739; Law Society v. 
Tottenham and Another, 1904 TS. at p. 308; 
De Beer's case, supra; LLS. of O.F.S. v. H., 
1953 (2) S.A. at p. 265. 

H. Snitcher, Q.C. (with him M. A. Boehm- 
ke), for the respondent. 


Respondent submits in initio that the Court 
will not at this stage entertain proceedings by 
way of review in regard to the decision of 
the Disciplinary Committee. The effect of the 
applicant's contentions is to ask for the ex- 
punging of the first charge preferred against 
him on the grounds (a) that the insertion in 
the charge of the words “and in the post- 
operative care of the said patient” was irregu- 
lar, in that the applicant had not previously 
been asked to give an explanation in regard 
thereto, and (4) that the charge was lacking in 
particularity. The procedure whereby the 
decisions of the Medical Council are brought 
before Courts of law is regulated by the Statute. 
Sec. 42 (5) of Act 13 of 1928 gives a remedy 
by way of review to a “person aggrieved at 
the finding of or penalty imposed by the 
Council or the Board under this section”. The 
" findings” which can be made under this sec- 
tion are those referred to in sec. 42 (1) of the 
Act, viz.: that he is “ guilty of improper con- 
duct or disgraceful conduct . . . etc.”. These 
are the only findings in terms of the section 
in respect of which the remedy under sec. 42 
(5) is available. It is accordingly submitted 
that until the proceedings before the Discipli- 
nary Committee have been concluded there is 
no remedy under the Statute entitling a prac- 
titioner to approach the Courts for relief. The 
effect of the Statute is to Jimit an applicant 
to the remedies therein set out and there is 
accordingly no common law remedy available 
to him. Should however, it be held that there 
is nevertheless a remedy under common law, 
then it arises solely by virtue of the inherent 
power which Supreme Courts have to restrain 
illegalities in inferior Courts. This, however, 


22 April 1961 


is a power which is sparingly exercised in rare 
cases only where grave injustice or a failure 
of justice is likely to ensue unless relief is 
granted. See Wahlhaus v. Addl. Mag. Johan- 
nesburg, 1959 (3) S.A. 113 at pp. 119 et seq.; 
R. v. Adams and Others, 1959 (3) S.A. 753 
at p. 763; Ellis v. Visser and Another, 1956 
(2) S.A. at p. 123; R. v. Marais, 1959 (1) S.A. 
98 at p. 100. It is highly undesirable that 
disciplinary proceedings of the Medical Coun- 
cil should be interrupted and decided piece- 
meal. There is no suggestion on the papers 
that the Disciplinary Committee and the pro 
forma complainant will not afford the appli- 
cant every facility to deal fully and exhaustively 
with every aspect of the facts and submissions 
canvassed at the enquiry. On the contrary the 
applicant was specifically informed that he 
would be given the fullest opportunity of deal- 
ing with all matters raised at the enquiry. As 
to the second point raised by the applicant 
it is submitted that he has been sufficiently 
informed of the “substance” of the charge 
against him. The charge is professional mis- 
conduct, and it sets out with sufficient parti- 
cularity the nature of the complaint against 
him, viz.: that he did not exercise reasonable 
skill and care in the administration of an anaes- 
thetic. This is the conduct which is complained 
of. See Luntz v. S.A. Pharmacy Board, 1959 
(2) S.A. 649 at pp. 654-655. In considering 
this aspect of the case the Court will bear in 
mind that the Medical Council are the sole 
judges of what is or is not negligence and/or 
professional misconduct. See Groenewald v. 
S.A. Medical Council, 1934 T.P.D. 404 at p. 
406, 407, 410, 415; S.A. Medical Council v. 
McLoughlin, 1948 (2) S.A. 355 at pp. 391-393. 
It is further submitted that the Court has no 
power to quash the charge or to direct that 
given. The tribunal acted within 
its powers. There was no irregularity in the 
conduct of the Disciplinary Committee's pro- 
ceedings. In all the circumstances disclosed the 
case against the applicant is that he was negli- 
gent. It is for the Disciplinary Committee to 
decide whether an ordinarily, skilful anaes- 
thetist would not in the circumstances have 
observed the cyanosed condition earlier and 
taken remedial action. 

Newman, Q.C., in reply. 

Cur. adv. vult. 

Postea (November 11th). 

BANKS, A.J.: The applicant by notice of 
motion makes application for an order against 


the South African Medical and Dental Coun- 
cil: 
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(a) Setting aside the decision of the Special 
Disciplinary Committee of the South 
African Medical and Dental Council 
whereunder the said Committee at a 
hearing on 16th June, 1960, dismissed 
an application by one, Samuel Brock 
for the setting aside of charge 1 of the 
summons served upon him; 

(4) Quashing charge 1 of the summons; or 

(c) Alternatively to (4) above directing the 
said Council to furnish further and 
better particulars to charge 1 of the 
summons. 

The applicant is a medical practitioner in prac- 
tice as an anaesthetist. Applicant was engaged 
to administer an anaesthetic to one Viviers 
who was to be operated upon at 2 p.m. on 
the 3rd July, 1958. Applicant administered 
the anaesthetic and the surgeon commenced 
to operate. Upon making the first incision in 
the skin of the patient, the surgeon observed 
that the patient’s blood was dark in colour, 
indicating a lack of oxygen in his system. The 
surgeon refused to continue with the operation. 
The patient was later returned to the ward 
but died at about 4.30 a.m. the following day 
without regaining consciousness. 

An inquest was held on the 22nd Novem- 
ber, 1958. The magistrate’s findings was as 
follows : 

“Death due to irreversible cerebral injury trom 
anoxia resulting from cardiac inhibition occurring 
under general anaesthesia with pentothal and flaxidil, 
administered for an exploratory operation of a fron- 


tal sinus. The circumstances suggest some negli- 
gence on the part of the anaesthetist.” 


On the 8th June, 1959, the Attorney-General 
forwarded a copy of the inquest to the respon- 
dent. The attention of respondent was drawn 
to a medical certificate issued by applicant 
which was alleged to be false. ; 

On the 20th July, 1959, respondent's regis- 
trar wrote to applicant stating that he had been 
directed by the executive committee to forward 
a copy of the inquest proceedings to applicant 
and to ask for an explanation, particularly in 
regard to the false certificate alleged to have 
been issued by applicant and the allegation of 
negligence. The letter continues: 

“In connection with the latter aspect your atten- 
tion is drawn especially to the allegation that the 
nursing staff noticed, and particularly drew your 
attention, to the condition of the patient prior to 
the commencement of the operation, but whilst you 
were administering the anaesthetic; notwithstandin 
this, you are alleged to have taken no notice thereof, 
and to have indicated to the surgeon that he could 
commence with the operation.” 

In reply applicant sent a letter dated 17th 
August, 1959 to respondent offering an ex- 
planation in regard to the death certificate and 
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in regard to the allegation of negligence. In 
dealing with the latter, applicant set out in 
detail the procedure followed in administering 
the anaesthetic and dealt fully with the 
evidence of the nursing staff. 

In a letter dated 24th November, 1959 the 
registrar advised applicant that the executive 
committee had decided to hold an enquiry into 
his conduct and informed him that a summons 
would be served on him in due course. 

The summons is dated 6th May, 1960 and 
contains two charges. The first charge reads 
as follows: . 

“1. That you, being a medical practitioner regis- 
tered as such under the Medical, Dental and Phar- 
macy Act, 13 of 1928, as amended, are guilty of 
improper or disgraceful conduct or conduct which, 
when regard is had to your profession, or calling, 
is improper or disgraceful in that: In administering 
an anaesthetic to a European male patient, one 
Marthinus Esias Viviers, at the Monte Rosa Hospital, 
Cape Town, on or about the 3rd day of July 1958 
on which patient an operation was commenced by 
a specialist in diseases of the ear, nose and throat, 
one Frans Wepener Bekker, you failed to exercise 
reasonable skill and care in the performance of the 
said procedure on the said patient and in the post- 
operative care of the said patient, which was in 
all the circumstances an act of negligence.” 

The second charge relates to the issue of the 
alleged false death certificate and is not rele- 
vant to these proceedings. 

On the 19th May, 1960 applicant’s attorney 
wrote to respondent complaining that at no 
time had applicant been notified that the com- 
plaint against him related to his failure to 
exercise reasonable skill and care in the post- 
operative care of the patient and that as he 
had not been given an opportunity of offering 
an explanation in regard thereto, the first 
charge was irregular. The letter continues: 


“We take this opportunity of requesting details 
of the allegations contained in the first charge. We 
submit that Dr. Brock is entitled to know specifically 
on that allegations of negligence it is intended to 
rely. The charge merely avers that he ‘failed to 
exercise reasonable skill and care in the performance 
of the said procedure’. We accordingly formally call 
upon you to furnish particulars of the aspects in 
which it is alleged that Dr. Brock did not exercise 
reasonable skill and care.” 


In his reply dated 24th May, 1960 the regis- 
trar stated that in writing the letter of the 
20th July, 1959 he acted under sec. 3 (b) of 
the regulations. He further stated that appli- 
cant had been called upon to furnish an ex- 
planation in regard to all aspects of negligence 
dealt with in the inquest proceedings. The 
request for further particulars was refused. 

The matter came before a Special Discipli- 
nary Committee on the 16th June, 1960. 
Applicant was represented by counsel, who, 
prior to the hearing of evidence, took the 
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point that the first charge should be dismissed 
on two grounds viz.: 

(a) That as applicant had not been given 
an opportunity of furnishing an ex- 
planation in regard to the allegation of 
negligence in so far as it was based 
on the post-operative care of the 
patient, there had been a failure to com- 
ply with para. 3 (4) of the regulations, 
the effect of which was to render the 
charge invalid; 

(4) that the failure to comply with the 
request for particulars contained in the 
letter of the 19th May, 1960 rendered 
the charge a bad charge. 

After lengthy argument the application was 
dismissed. Counsel for applicant then applied 
for a postponement of the hearing in order 
that an application could be made to this 
Court for an order quashing the first charge. 
Later, by consent, certain evidence was led and 
the enquiry was postponed pending an applica- 
tion to this Court. 

The application to this Court is substantially 
in accordance with the submissions to the 
Disciplinary Committee. 

In arguing the first point before this Court 
Mr. Newman, who appeared for applicant, sub- 
mitted that there had been a failure to comply 
with para. 3 of the regulations for the conduct 
of enquiries held in terms of the Act, 13 of 
1928. 

Para. 2 of the regulation provides that in 
the case of alleged improper or disgraceful 
conduct, the person making the complaint shall 
be required to furnish a written statement and 
must be prepared, if so required by the Coun- 
cil or its Committees, to bring evidence in 
support thereof. Para. 3 reads as follows: 

“The complaint and any accompanying documents 
shall be submitted to the president, who shall direct 
the registrar 

(a) to call for further informatioa from the com- 

plainant, or 

(6) to advise the accused of the nature of the 

complaint and ask him for an explanation, 
but warning him that such explanation may 


be used in evidence against him, or 
(c) to refer the case to the executive committee.” 


The regulations then provide that upon 
receipt of the replies the president shall make 
his recommendation to the executive commit- 
tee. The latter may cause further enquiries to 
be made and shall then decide what further 
steps should be taken. 

Mr. Newman contended that although the 
president could in his discretion either call for 
an explanation under sub-para. (4) or refer the 
case to the executive committee under sub- 
para. (c), having acted under (4) it was incum- 


22 April 1961 


bent upon him to give the applicant an oppor- 
tunity to offer an explanation in regard to all 
aspects of the complaint against him, and not 
only in regard to a portion. 

But it appears from the papers before the 
Court that in fact the president acted under 
para. 4 (c) of the regulations and referred the 
matter to the executive committee and that he 
did not act under para. 3 (4) of the regula- 
tions. It was the executive committee, after 
the matter had been referred to it by the pre- 
sident, which asked applicant for an explana- 
tion. Admittedly the registrar in his letter of 
the 24th May, 1960, to applicant's attorneys 
did state that in sending the letter of the 20th 
July, 1959 to applicant, he acted under para. 
3 (4) of the regulations but the registrar is 
obviously mistaken. The letter of the 20th 
July, 1959 states specifically that the executive 
committee had given consideration to the in- 
quest proceedings and that the registrar had 
been directed by the executive committee to 
ask applicant for an explanation. Moreover 
the registrar in evidence before the Disci- 
plinary Committee stated that the matter was 
referred to the executive committee upon the 
instructions of the president and that there- 
after the executive committee resolved to ask 
applicant for an explanation. 

The president was clearly entitled, under 
para. 3 of the regulations, either to ask for an 
explanation under sub-para. (4) or refer the 
case to the Committee under sub-para. (c). | 
am satisfied that he adopted the latter course. 
There is therefore no substance in the conten- 
tion advanced. 

In regard to the second point raised, viz. the 

lack of particularity in the charge, Mr. Switcher 
who appeared for the respondent, referred the 
Court to sec. 42 (5) of Act 13 of 1928 which 
provides a remedy by way of a review to a 
“person aggrieved at the finding of or penalty 
imposed by the Council or the Board under this 
section . 
He contended, in my view correctly, that the 
finding referred to is a finding mentioned in 
sec. 42 (1) of the Act viz. that a person is 
“ guilty of improper conduct or disgraceful 
conduct” and that therefore there was no 
remedy under the Statute until such a finding 
had been made. Mr. Switcher further conten- 
ded that the effect of the Statute is to limit an 
applicant to the remedy set out in the Statute 
and that as in the present application no 
finding of a nature contemplated ly the Statute 
had been made, this Court cannot entertain 
the application. 

In view of the decision to which the Court 
has come it is not necessary to decide this 
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point. 1 am prepared to assume in favour of 
the applicant that the effect of the Statute is 
not to exclude any other remedy which would 
otherwise be open to applicant under the 
common law. 

The common law remedy was stated in S.A. 
Medical and Dental Council v. McLoughlin, 
1948 (2) S.A. 355 (A.D.) at p. 392 to ke: 

“The process by which, where a body has a duty 
imposed on it by statute and disregards important 
provisions of the statute or is guilty of gross irregu- 
larity or clear illegality in the performance of that 
duty, its proceedings may be set aside by a Court 
of law on application.” 

Now while the common law remedy is not 
confined to cases where proceedings have been 
finalised, it is only in rare instances that the 
Supreme Court will exercise that power to 
restrain illegalities during the hearing of a 
matter. In Wahlhaus and Others v. Additional 
Magistrate, Johannesburg and Another, 1959 
(3) S.A. 113 (A.D.), an application had been 
made for an order declaring an indictment 
invalid or alternatively quashing the indict- 
ment. It was held that while a Superior Court 
undoubtedly has the power to _ intervene, 
whether by mandamus or otherwise, in unter- 
minated criminal proceedings, it will only do so 
in rare cases where grave injustice might other- 
wise result, or where justice might not by 
other means be attained. The Court specially 
refrained from defining the ambit of the power 
and stated that each case must depend upon its 
own circumstances. Although that case dealt 
with criminal proceedings before a magis- 
trate’s court, in my view it can be applied to 
review proceedings of a body such as a 
disciplinary committee. The object underlying 
this attitude would seem to be to ensure that 
trials are as far as possible continuous. If 
proceedings were to be interrupted pending 
applications to the Supreme Court in respect 
of alleged irregularities during the proceedings, 
the conduct of those proceedings could 
seriously prejudiced. R. v. Adams and Others, 
1959 (3) S.A. 753 (A.D.). 

Mr. Newman whilst not contesting the 
applicability of the cases mentioned, contended 
that if the Court is satisfied that the applicant 
did not know what case he had to meet, the 
Court must come to the conclusion that grave 
injustice would be likely to result if the trial 
were allowed to continue. He relied particularly 
on Behrman Vv. Regional Magistrate, Southern 
Transvaal and Another, 1956 (1) S.A. 318 (T), 
a decision which was distinguished in the case 
of Wahlhaus v. Additional Magistrate, Johan- 
nesburg, supra. In general it would be difficult 
to resist an inference that grave injustice 
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would be likely to result if an accused does 
not know what case he has to meet, but in so 
far as this Court is concerned with the charge 
and ihe particulars furnished, I am satisfied 
that the applicant knew what case he had to 
meet. Mr. Newman admitted that applicant 
had not applied either to the Committee or 
to this Court for an order that particulars be 
furnished of the allegation of negligence, in 
so far as it was based on the post-operative 
care of the patient. If there had been such an 
application the Court may well have to come 
to the conclusion that applicant was not in a 
position to know what case he had to meet in 
regard thereto. The application before the 
Committee and to this Court is solely in regard 
to the lack of particularity of the allegation of 
negligence in so far as it related to applicant's 
conduct up to and including the commence- 
ment of the operation. The allegation in the 
summons in regard thereto is that: 

“In administering an anaesthetic to a European 

male patient, one Marthinus Esias Viviers, at the 
Monte Rosa Hospital, Cape Town, on or about the 
3rd day of July, 1958, on which patient an opera- 
tion was commenced by a specialist in diseases of 
the ear, nose and throat, one Frans Wepener Bekker, 
you failed to exercise reasonable skill and care in 
the performance of the said procedure on the said 
patient... 
But, in addition, as pointed out by counsel 
representing the pro forma complainant at the 
hearing, applicant had the letter dated 20th 
July, 1960 previously referred to, and had 
been furnished with a copy of the inquest pro- 
ceedings which contained the evidence it was 
intended to lead at the enquiry. 

Mr. Newman contended that whilst his 
client had been advised as to what evidence 
would be led he would be unable to cross- 
examine witnesses unless he was advised as to 
what specific acts of negligence were to be 
relied upon. 

No doubt in certain cases based on negli- 
gence it would be necessary to particularise 
the acts of negligence to be relied upon. But 
in this case if regard be had to all the facts 
before the applicant there can be no doubt but 
that he was aware of the nature of the negli- 
gence to be relied upon. The facts disclosed 
that an apparently healthy man of 36 years of 
age was about to undergo an operation which 
was not in itself of a dangerous nature. Prior 
to the administration of the anaesthetic the 
patient was found to be in a fit condition to 
undergo the operation. Penthothal and flaxidil 
were administered and it was not suggested 
that he was adversely affected thereby. Intuba- 
tion occurred and the apparatus necessary to 
keep the patient oxygenated and breathing was 
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functioning properly. It was the duty of 
applicant to satisfy himself that the patient 
was in a condition in which the operation 
could be commenced and thereafter continued. 
Prior to the commencement of the operation 
one of the sisters noticed that the patient was 
cyanosed but nevertheless the surgeon was 
authorised by applicant to proceed with the 
operation. The surgeon immediately noticed 
that the blood was dark which was sympto- 
matic of a cyanosed condition and the opera- 
tion was stopped. 

It is to my mind reasonably clear that the 
negligence upon which the respondent relies 
is the failure of applicant to observe the 
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cyanosed condition of the patient or if he 
noticed that condition, his authorising the 
surgeon to proceed with the operation. Appli- 
cant’s attention was moreover drawn to this in 
the letter of the 20th July, 1959. 

It is to be regretted that the pro forma 
complainant did not specifically inform 
applicant of this fact but in the circumstances 
in my view this cannot be said to be a case 
in which —— has shown that any grave 
injustice or failure of justice is likely to ensue 
if the proceedings are allowed to continue. 

The application is dismissed with costs. 


VAN WYK, J., concurred. 


NOTES AND NEWS : BERIGTE 


Dr. John R. Sesel, M.B., B.Ch. (Rand), D.M.R.D. 
(R.C.P. & S.) Eng., has commenced practice as a 
radiologist in partnership with Drs. Loots, Osler and 
Hurwitz at 101 Medical Centre, 209 Jeppe Street, 
Johannesburg. (Telephones: Rooms: 23-7144; 
Residence: 44-1634). 


Anti-H. philic Globulin: Due to the fact that 
there has been no call whatsoever for Anti-Haemo- 
philic Globulin and since it is a dated product, 
Westdene Products (Pty.) Ltd., very much regret 
that they have to discontinue the service whereby 
they made emergency stocks available at various 
points throughout the country. 

Westdene wish to make it clear, however, that 
should Anti-Haemophilic Globulin, pig or bovine, 
be required it can be obtained fairly quickly by 
cabling London to have a quantity sent out by air. 
Westdene will at ali times be glad to take immediate 
action should stocks of Anti-Haemophilic Globulin 
be required urgently. 


* * a 
UNDERSTANDING AGGRESSION 
A MEDICAL FILM 
_— mm. sd. b. & w. 19 minutes. Great Britain 
1 


Produced by: R.H.R. Productions for C.O.I. for 
Ministry of Health. 

Available from: Central Film Library, Govern- 
a9 Building, Bromyard Avenue, Acton, London, 

3 


Content: A study of aggressive behaviour in a 
young male psychopath and a female schizophrenic. 

Andrew is adept at upsetting nurses and the 
events leading up to an fe se of violent behaviour 
are descri An account of his former life is 
then given in a2 nurses’ discussion group. An appa- 
rently impulsive attack by Susan upon a student 
nurse is also portrayed and suggestions made about 
reasons for her behaviour. 

Appraisal: The film is well conceived and ex- 
cellently carried out. It conveys to the audience the 
tension which aggressive behaviour produces in both 
staff and patients. 


The length of the film, the selection of shots and 
general balance are first class. 
Both sound and picture quality are good. 
Audience: All those working in the psychiatric 
field—useful for teaching. 
* * * 


PARASITIC DISEASES IN MAN 


The Medical Students Council of the University of 
Natal invites medical practitioners to attend the 
Second Students’ Clinical Conference on Some Para- 
sitic Diseases in Man, to be held in the Upper 
Lecture Theatre, Medical School, Umbilo Road, Dur- 
ban, on 25, 26 and 27 April 1961, from 8.15 to 
10.15 p.m. 


A LIstT OF FILMS ON HUMAN ANATOMY AND 
EMBRYOLOGY 


These have been compiled by the Netherlands and 
International Scientific Film Associations, and are 
now available from Excerpta Medica. 

This world list of more than 500 anatomical and 
embryological films (up to September 1957) is 
classified as follows: 

1. Embryology. 

2. Systematic Anatomy: 

a. Cardiovascular system, blood. 

Respiratory system. 

c. Alimentary tract, digestive system. 

d. Urogenital system. 

e. Locomotor system, osteology, articulations, 
musculature; integumentary system. 

f. Nervous system, sense organs. 

. Lymphatic system, endocrine organs. 
. Topographic Anatomy: 

Thorax. 

. Abdomen. 

Pelvis. 

Upper extremity. 

. Lower extreinity. 

. Head, face, neck. 

. Miscellaneous. 

Copies of this very important list may be ordered 
from the Excerpta Medica Foundation, 119-123 
Herengracht, Amsterdam-C., The Netherlands, at the 
price of US $5.00 or the equivalent in local currency. 
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A NEW FILM FROM GLAXO-ALLENBURYS 


To supplement the Grisovin film The Griseofulvin 
Story, another film has been made available entitled 
Fungus Infection Treated with Griseofulvin. 


This new film being wholly clinical, it has the 
greatest interest for dermatologists and other prac- 
titioners using griseofulvin. Essentially it consists 
of clinical demonstrations of 6 interesting cases 
before and after treatment. 


There are 5 skin cases, the sixth case showing 
complete regrowth of a thumb nail which had been 
infected down to the nail-bed with T. rubrum. This 
is unique recording by cinematography. It required 
a very patient patient to attend the Photographic 
Department of a London Hospital twice daily, con- 
tinuously for 54 months. On each occasion expo- 
sures of the nail’s progress were taken and they 
have been assembled into a time-lapse record which 
requires 33 seconds for showing in the film. 

The running time of this technicolour film is 10 
minutes. Although the film carries the usual optical 
sound track, simple captions also appear on the 
screen. The sound can thus be switched off if any 
dermatologist himself wishes to comment on the 
clinical cases or where another language is needed. 

The ideal use of this film is to supplement the 
programme which can commence with The Griseo- 
fulvin Story. These films and the others listed 
below are available from the Sales Department, 
Glaxo-Allenburys (S.A.) (Pty.) Limited, P.O. Box 
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485, Germiston, Transvaal (Telephone: 51-8531): 
The Griseofulvin Story (The Introduction of an 
Antibiotic Described as a Milestone in Dermatology). 
A Vitamin Emerges (The Research Leading to 
the Discovery of Vitamin Bug). 


Food for Thought (The Planning of a Complete 
Food). 


Longer Life for BCG (The Evolution of Freeze 
Dried Vaccine). 


Treatment of Infections of the Hand. 


* * * 
Post-GRADUATE REFRESHER COURSES 


An intensive weekend refresher course in Cardiology 
is being arranged for medicai practitioners by the 
Medical Graduates Association of the University of 
the Witwatersrand. 

The course (organized with the assistance of the 
University Department of Medicine’s Cardiac Clinic 
and the Transvaal Cardiac Society) will start with an 
evening session on Friday 14 April and continue 
until Sunday 16 April. 

A full-time intensive post-graduate course for 
general practitioners will be held by the Medical 
Graduates Association from Monday 24 July to 
Wednesday 26 July. The course will consist of 
practical demonstrations, ward rounds and symposia. 


The closing date for applicants is 1 June 1961. 


PREPARATIONS AND APPLIANCES 


DEQUADIN NASAL SPRAY: GLAXO-ALLENBURYS 


This product contains: 

Dequadin Chloride 0.1%. 

Thonzylamine Hydrochloride 0.2%. 

Naphazoline Hydrochloride 0.05%. 

Containing as it does an antimicrobial agent, an 
antihistamine and a vasoconstrictor, its use is indi- 
cated for the treatment of sinusitis, acute and 
chronic rhinitis and allergic and inflammatory nasal 
congestion. 

Dequadin Nasal Spray is available in 4 fl. oz. 
spray bottles. (Public price, 55 cents). 

Further information from: Glaxo-Allenburys 
(S.A.) (Pty.) Ltd., P.O. Box 485, Germiston (Tele- 
phone: 51-8531) or 121 Congella Rd., Durban. 


Drorroxin (GLAxo-ALLENBURYS) 
THYROXINE AND TRIIODOTHYRONINE 


Diotroxin tablets represent the culmination of many 
years of research into the functioning of the thyroid 
gland. Thyroxine had for long been regarded as the 
thyroid hormone although certain practical observa- 
tions were not consistent with that theory. No alterna- 
tive seemed possible, however, until in 1951 another 
thyroid active compound, triiodothyronine, was found 
to be a normal constituent of blood plasma. Initially 
it was thought that the triiodothyronine present in the 
blood was a secondary product being formed by the 
deiodination of thyroxine. However, it has been 
demonstrated that normally this deiodination does not 


seem to occur in the blood. From this evidence and 
the reports of many other workers, it can only be 
concluded that the thyroid gland synthesizes both 
thyroxine and triiodothyronine and that both are 
secreted into the circulation. 

An obvious implication of this is that to provide 
complete replacement of the natural physiological 
secretion of the thyroid, we should give both thyroxine 
and triiodothyronine. This in fact is what is done in 
Diotroxin Tablets. Each tablet contains: 

/-Thyroxine sodium: 90 micrograms. 

/-Triiodothyronine(Liothyronine) sodium—10 micro- 
grams. 

These ate the proportions normally found in the 
blood. 

In each case the biologically active /zevo forms are 
used. They are about twice as potent as the racemic 
forms. ‘This is of the greatest practical importance. 
Cases have occurred where a patient has been stan- 
dardized on a suitable dose of /-Thyroxine sodium but 
has relapsed because subsequently racemic material has 
been dispensed in error, thus halving the effective dose. 
The more soluble sodium salts are used to ensure 
consistent and maximum efficiency of absorption. It 
is, of course, difficult to give a precise equivalence with 
thyroid, but for practical purposes one Diotroxin 
Tablet can be considered equivalent to 1 grain (60 mg.) 
Thyroid B.P. 

Further information from: Glaxo-Allenburys (S.A.) 
(Pty.) Ltd., P.O. Box 485, Germiston, Transvaal 
(Te — 51-8531) or 121 Congella Rd., Durban, 
Natal, 
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REVIEWS OF BOOKS 


CONGENITAL DEFORMITIES 


Congenital Deformities. By Gavin C. Gordon, 

M.B., F.R.C.S.E. (1961. Pp. 125 + Index. 

With 113 Figs. 37s. 6d. net. Postage 1s. 8d.). 
Edinburgh: E. & S. Livingstone Limited. 


The title of this book disguises its contents. It is in 
no way a treatise on Congenital Deformities, but 
merely an anthology of collected thoughts mostly re- 
lated to congenital dislocation of the hip, osteomye- 
litis, osteoarthritis, McMurray’s osteotomy, theories on 
bone growth and bone repair, and some novel but 
unproved theories concerning Perthes’ disease and 
slipped upper femoral epiphysis. In the final chapter 
one is suddenly wafted into an unrelated discussion 
on the nature of spasticity and mental processes. 

The author appears to have given these various 
subjects some close personal thought. 


CLINICAL APPLICATIONS OF BRONCHOLOGY 


Clinical Applications of Bronchology. By Dezso 
M.D. 300 pages, 150 illustrations. 
New York: McGraw-Hill. 


This up-to-date, mature work is based on the large 
personal clinical experience of the author and on 
his profound knowledge of the field of diseases of 
the bronchi and the techniques of their study and 
treatment. Bronchology represents a new branch of 
medical science. Because of his detailed and spe- 
cialized knowledge of the entire bronchopulmonary 
segment, the assistance of the bronchologist is in- 
dispensable to the non-specialist, internist, roentge- 
nologist, pneumologist, pediatrician, and chest sur- 
geon in the examination, diagnosis, and treatment 
of thoracic diseases. 


PESTICIDES 


Specifications for Pesticides: Insecticides— 
Rodenticides — Molluscicides — Herbicides 
Auxiliary Chemicals — Spraying and Dusting 
Apparatus, 2nd ed., 1961; 523 pages, 31 figures, 
2 tables. RS. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


This manual contains the specifications established 
by various WHO Expert Committees on Insecticides 
between 1950 and 1958 for the most importaut 
pesticides used in the control of human diseases and 
for the equipment necessary to apply these products. 
It is intended to serve as a guide to both manu- 
facturers and users of such products and apparatus. 

The book is divided into six main parts, dealing 
respectively with insecticides, rodenticides, mollusci- 
cides, herbicides, auxiliary chemicals (anti-louse pro- 
ducts, synergists, anti-oxidants, etc.), and spraying 
and dusting apparatus. In the case of insecticides, 
rodenticides, and herbicides, specifications are given 
both for technical-grade products and for the various 
formulations made from them—concentrates, water- 
dispersible or water-soluble powders, dusting- 
powders, solutions etc.; in the case of molluscicides, 
specifications are given for technical products only 


By comparison with the first edition, published in 
1956, the work has been considerably enlarged by 
the inclusion of specifications for a range of new 
substances and formulations. In addition, a number 
of specifications have been revised, mainly as regards 
methods of analysis. The new specifications relate 
to: (a) the insecticides chlorthion and dipterex and 
their formulations, diazinon and malathion dusting- 
powers, and larvicidal oils and granules; (b) the 
rodenticides fumarin and pival, their concentrates, 
the sodium salts of coumachlor, warfarin, fumarin, 
and pival, and water-soluble powders made from 
these last four substances; (c) the auxiliary chemicals 
sucrose, sodium benzoate, and tetrasodium ethylene- 
diamine tetra-acetate. The part on herbicides is en- 
tirely new. On the other hand, no changes or addi- 
tions have been made in the specifications for spray- 
ing and dusting apparatus. 

Another feature of this second edition is the 
inclusion at the end of the volume of a series of 
annexes grouping together those analytical proce- 
dures that are common to several specifications, as 
well as the various routine test methods that are 
alternative to the analytical methods required by the 
specifications. An effort has also been made to 
achieve greater uniformity in the treatment and pre- 
sentation of the material. 


SURGERY IN THE AGED 


Surgery in the Aged. By Frank Glenn, M_D., 
Lewis Atterbury Stimson Professor of Surgery; 
Samuel W. Moore, M.D., Professor of Clinical 
Surgery; and John M. Beal, M.D., Associate 
Professor of Clinical Surgery. All of Cornell 
University Medical College. 600 pages, 160 
illustrations. R7.55. 
New York: McGraw-Hill. 


A “first” in medical literature, this work begins 
with a section on fundamental considerations such as 
metabolic problems, infections, preoperative evalua- 
tion, anesthesia, and postoperative care of patients 
over 60, the authors then discuss specific surgical 
problems. As a new and needed reference in a 
rapidly expanding medical field, this work is a 
definite contribution. It is comprehensive in nature 
yet practical, emphasizing the risks involved and 
the results that can be expected. Well illustrated 
by detailed clinical records, patient photographs, and 
case histories. 


CEREBRAL PALSY AND RELATED DISORDERS 


Cerebral Palsy and Related Disorders. By Eric 
Denhoff, M.D., and Isabel Pick Robinault, 
Hoan 450 pages, 25 illustrations + 15 tables. 


-30. 
New York: McGraw-Hill. 


This book introduces a new concept that growth and 
development are a constantly ever changing facet in 
the lives of children who are handicapped with 
cerebral palsy, epilepsy, mental retardation of organic 
origin and hyperkinetic impulse disorders, and how 
these children behave and react to the world around 
them. Treatment must be considered in the light 
of function rather than in the light of fixed dis- 
ability. This book demonstrates how physicians and 
other professional personnel in any community can 
realistically handle the problems of handicapped 
children. 
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HYPERTENSION 


aad of Hypertensive Diseases. By 
Joseph C. Edwards, A.B. M.D., F.A.C.P., 
F.A.C.C. (1960. Pp. 439 + Index. With 6 
Figs. R12.75). 

St. Louis: The C.V. Mosby Company. 


The problem of hypertension is one which confronts 
every doctor frequently, in the course of his practice. 
We are now in the era of successful management 
of many cases of hypertension, but new and potent 
drugs are constantly being released and the busy 
practitioner has great difficulty acquiring knowledge 
about them. 

To manage a case of hypertension, the practi- 
tioner requires an adequate knowledge of the dif- 
ferent types of hypertension, of the diagnostic 
methods, of the associated diseases (e.g. heart disease) 
and of the natural history of the disease. All these 
aspects are comprehensively and adequately dealt 
with in the earlier chapters of this work. However, 
the greater part of this volume deals specifically 
with treatment, particularly drug treatment. 

The author wisely devotes several pages to a 
discussion of psychological factors concerned in the 
treatment of hypertension and mentions the so- 
called placebo effect. The medical profession is 
inundated with numerous drugs for many different 
diseases, hypertension not excluded, but many of 
these drugs have no specific effect and controlled 
clinical trials of such drugs may show them to be 
no better than placebos. This book leaves one in no 
doubt about which drugs are really effective in 
hypertension and which are not. 

In view of the great amount of detail presented, 
this volume should serve as an excellent reference 
book on hypertensive diseases for all doctors. As 
new knowledge is constantly being acquired, how- 
ever, one endoreses the statement made by Dr. P. 
D. White, in a foreword, that new editions will be 
needed in the not far distant future. 

For those wanting detailed references to impor- 
tant publications on the subject, there is an excellent 
bibliography, embracing 1,622 references. 

It is the firm belief of the reviewer that this 
book will serve as an important standard reference 
for those interested in the problem of hypertension. 
It is somewhat too detailed and advanced to be 
considered as suitable for routine reading by average 
students and general practitioners. 


ANTISERA, TOXOIDS, VACCINES 


Antisera, Toxoids, Vaccines and Tuberculins in 
Prophylaxis and Treatment. By H. J. Parish, 
M.D., F.R.C.P.E., D.P.H. and D. A. Cannon, 
O.B.E., M.B., B.Sc., D.T.M. & H. (1961. Pp. 
279 + Index. With 44 Figs. 37s. 6d. net. 
Postage 1s. 7d.). 

Edinburgh: E. & S. Livingstone Limited. 


It is just 3 years since the previous (4th) edition of 
this volume appeared. The authors point out that 
the revision has been very drastic and has necessi- 
tated many additions and deletions. ‘New chapters 
have been added on Combined Active Immunization, 
Immunization Schedules in Childhood, Immuniza- 
tion for Internation! Travel, and personal Medical 
Records’ (p. v). 

In discussing BCG vaccine, the authors stress that 
in assessing its present and future role, ‘ the striking 
decline in mortality from tuberculosis in these and 
other countries of Western Europe and America, 
even in the pre-BCG era, has to be borne in mind. 
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In 1855, the death rate from tuberculosis in England 
and Wales was 3,626 per million, it being easily 
the most fatal of all diseases; in 1905, it was 1,632 
per million; and in 1958 only 99. During the ten- 
year period since 1948, notifications in England and 
Wales have decreased by 43 per cent. The steady 
fall of tuberculosis deaths has been greatly accele- 
rated as a result of treatment with new drugs— 
streptomycin, P.A.S., and derivatives of isonicotinic 
acid. Modern surgical procedure has also played its 
part.’ (Pp. 165-166). 

A short chapter is devoted to poliomyelitis vac- 
cines, including a brief statement on the safety an 
efficacy of the orally administered live poliovirus 
vaccine. An interesting suggestion is made (pp. 
212-213) to the effect that ‘ feeding of an attenuated 
strain to a high proportion of the population might 
result in the displacement of the virulent strain in 
circulation through a community and a prompt halting 
of the epidermic (see, for example, Hale et al., Brit. 
med. J., 1959, 1, 1541). The interfering action of 
attenuated virus in adequate dosage may be more 
useful than its ability to produce basic immunity, 
which has been disappointingly low in some of the 
strains already tried.’ 

This eminently practical volume concludes with 
an instructive historical chapter which summarizes 
in chronological sequence the highlights in the deve- 
lopment of immunogenic procedures. There are 
several attractive illustrations of the pioneers in this 
field, from Jenner to Fleming. 


ADDICTION-PRODUCING DRUGS 


Expert Committee on  Addiction-Producing 
Drugs: Tenth Report. World Health Organiza- 
tion: Technical Report Series, 1960, No. 188; 
16 pages. 1s. 9d. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


In its Tenth Report, the Expert Committee on 
Addiction-Producing Drugs recommended that eight 
new substances derived from different chemical 
groups and all having morphine-like effects should 
be subject to international control. These substances 
are allylprodine, benzethidine, furethidine, levo- 
phenacylmorphan, _metazocine, _norlevorphanol, 
phenazocine and piminodine. 

The Committee felt that the fundamental criterion 
for the establishment and degree -of control is the 
extent to which drug-induced behavioural disturb- 
ances are a risk to the community, for neither the 
chemical structure per se nor any definition how- 
ever descriptive, can a complete guide indicating 
which substances should be placed under control. 
Consequently, there is a need for research along 
various lines in the field of drug addiction. In 
particular, to help the World Health Organization 
in carrying out its functions, the Committee must 
have at its disposal the results of basic and applied 
research in this field. But so far insufficient support 
has been forthcoming for such investigations. The 
Committee therefore strongly urged that research 
on drug addiction should be strengthened and ex- 
panded, since it continues to be a serious inter- 
national public health problem. 

The Committee made certain technical comments 
concerning the draft of the Single Convention on 
Narcotic Drugs. It expressed the view, inter alia, 
that only those preparations should be retained as 
exempted preparations which constitute no risk to 
public health and from which the potentially addict- 
ing agent is not readily recoverable. 
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BILHARZIASIS 


Second African Conference on Bilharziasis: 
Report. World Health Organization: Technical 
Report Series, 1960, No. 204, 37 pages. 1s. 9d. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


While economic development usually reduces general 
morbidity, it has been found in a number of coun- 
tries that improvement of irrigation networks has 
resulted in the spread of bilharziasis. Ways of deal- 
ing with this growing menace were studied at the 
Second African Conference on Bilharziasis convened 
jointly by WHO and the Commission fcr Technical 
Co-operation in Africa South of the Sahara (CCTA), 
and held from 30 March to 8 April 1960 in 
Lourengo Marques. The report which has just been 
published constitutes a general assessment of the 
present bilharziasis control situation in Africa where 
“the pressing problems of control are related rather 
to the deployment of skills, materials and work than 
to uncertainty of methods.’ 

Assessment uf morbidity is complicated by the 
chronic nature of the disease which may be recog- 
nized only if it entails a period of incapacitation fcr 
work. Of the three phases of the disease described 
in the report, the Conference considered the last— 
that of irreversible pathological effects and sequelae 
—to be by far the most significant from both the 
public health and the socio-economic point of view. 
The — draws attention to the pulmonary effects 
of S. haematobium infection and to the fact that 
eggs may sometimes be recognized in the sputum of 
patients. Methods of assessing morbidity are 
reviewed, and the advantages of certain methods 
brought out. 


The merits of the various types of classic _ 


molluscicide (copper sulfate, pentachlorophenate) and 
also of the more recent products (Bayer 73, I.C.I. 
24223, and Aqualin) are examined, together with 
the ways in which these products are used in Afri- 
can territories. Water management, land use and 
agricultural practices are dealt with at length in 
relation to the transmission and spread of bilhar- 
ziasis. Some countries in the African region have 
adopted legislation relating to the control of com- 
municable diseases and the report cites an example 
of one law which might be modified and adapted 
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to local health and economic conditions elsewhere. 
Methods of irrigation and agriculture and of the 
bilharziasis control aspects of engineering techniques 
applied to watercourses, ponds and reservoirs are 
studied, and the frequently neglected possibility ot! 
using rain-water is also touched upon. 

It is stated that in addition to the steps taken 
to improve irrigation plans it would be desirable 
to construct bridges and culverts, to install safe 
washing and bathing places and at the same time 
to develop an effective health education programme 
so that people may be made aware of the danger of 
natural waters. 


SUPPRESSION AMBLYOPIA 


Sedan’s Re-Educative Treatment of Suppression 
Amblyopia. By T. K. Lyle, C.B.E., M.D., M.Ch., 
M.R.C.P., F.R.C.S., C. Douthwaite, D.B.O. and 
J. Wilkinson, D.B.O. (1960. Pp. 135. With 
Illustrations. 25s. net. Postage 1s. 9d.). 
Edinburgh: E. & S. Livingstone Limited. 


This volume is a practical manual of exercises for 
the treatment of an amblyopic eye. There are 2 
factors in functional amblyopia: 

i. Inhibition; and 

ii. Disturbances in spatial localization leading to 
eccentric fixation. 

Inhibition is treated by occluding the fixing eye, 
correcting any refractive error in the amblyopic eye 
and the use of regular and progressive exercises such 
as reading practice and tracing. Different age groups 
are catered for individually. 

The exercises for patients with spatial localization 
are recommended once the eccentric fixation has been 
overcome by appropriate treatment with the Euthy- 
scope and co-ordinator. They help to develop the 
power of visual discrimination as well as to increase 
the visual acuity and reduce the difference between 
angular and morphoscopic acuity. 

This method of treatment has been practised in 
France by Sedan and its value has been confirmed by 
a 2-year trial at Moorfield’s Eye Hospital. The 
exercises are simple to follow and are interesting. 

The book is likely to be of great value in this 
country where many patients live far from ophthal- 
mologists and orthoptists. 


CORRESPONDENCE 


MEDICINE AND ART 


To the Editor: Dr. Ribeiro’s article (Medico-Scien- 
tific Appreciation and Understanding of Art) pub- 
lished in your issue of 14 January 1961, contains 
some questionable statements and historical inaccu- 
racies. 

To whom is it well known that the tuberculosis 
toxin is a very potent stimulant of the mind? Not 
to doctors like myself who work with tuberculosis 
every day and all day. He goes on to say: 
“Chopin, Keats and Mozart were inspired by the 
motive force of this toxin.’ What inspired their 
work before they were infected with tuberculosis? 
Mozart may or may not have had tuberculosis. At 
least two of his biographers say that he died of 
renal failure—at the age of 35. 

He was already a prodigy at the age of 5. Per- 
haps that is when he got his primary infection? He 


was composing at the age of 6 or 7. Did he suffer 
from tuberculosis for 30 years? Certainly some of 
his greatest music was composed in the last 2 years 
of his life, but it would be a wild assumption to 
attribute this to tuberculosis. 

On what grounds is it suggested that Tschaikov- 
sky suffered from the same disease of the mind es 
Van Gogh? Van Gogh was a psychotic. Tschaikov- 
sky was a homosexual who was subject to periods 
of depression undoubtedly caused by his sexual 
aberration. Who would agree that his sixth sym- 
phony (despite its name Pathetique) is a work cf 
intense gloom and depression? He died of cholera 
shortly after the completion of this work and did 
not commit suicide. 


L. F. Myers. 


King George V Hospital, 
P.O. Dormerton, Natal. 


Vol. 
Elsev 
Dr 
com] 

cise, 
patte 
effec 
the | 
diag: 
in if 
Lz 
by t 
Matt 
Com 

the 

fore 
has 
in m 
do r 
such 
arter! 

sary, 
myoc 
cardi 
T 
aged 
rega 

has 
14 


